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Because of increasing concern about the possible hazards of viral hepatitis to laboratory staff and the paucity of facts with which to evaluate this risk, the Microbiology Committee of the Association of Clinical Pathologists (ACP) asked me to make a survey by means of a questionnaire sent to members of the Association. A preliminary enquiry in 1971 suggested a rising incidence, since hepatitis was reported from 58 of 285 laboratories for the five-year period from 1964 to 1969 compared with 32 of 289 for the single year 1970; of the 127 cases 87 were technicians, predominantly working in biochemistry or haematology (Grist, 1973a Some problems beset the classification of the disciplines of pathology, particularly with the growth of new specialties during the three years. For practical purposes cytology was classified under morbid anatomy, blood transfusion and immunology under haematology. Some cases of work in several disciplines presented difficulty: where possibWe, the main discipline was used for classification (a few individuals were entered under more than one discipline). Similarly, half-time workers were counted the same as full-timers since the coding did not permit a distinction, but the numbers involved were small and introduced little error.
Although a somewhat higher risk of hepatitis was associated with testing specimens from haemodialysis and transplant units and from haemophilia centres, specimens from drug addiction centres surprisingly showed no significantly increased risk in this survey (table I) . Perhaps these last were handled with particular care, and a combination of awareness and better safety arrangements may explain the only modestly increased risk in laboratories testing for HB Ag. Since few laboratories had special arrangements for handling 'high-risk' specimens, the data of table II are inadequate to evaluate the effectiveness of restricting the staff and apparatus used for these tests.
Although not all cases were tested in the first two years of the study, the figures in table III suggest that at least half the cases were of hepatitis B which was particularly found in the higher-incidence groups of biochemists (science graduate and technician) and haematologists (medical), the highest rate of hepatitis B in those tested being found in biochemical technicians (5/6). Both hepatitis B and A can be acquired parenterally and from blood-most often type B-and both infections can be acquired in normal, non-occupational life-most often type A. Control values to evaluate the attack rates in table IV are hard to find, but the low rates in domestics and secretarial staff may be closer to average population experience. (It should be noted that no data are available to compare the age and sex characteristics of these occupational groups.) Approximate attack rates for the general population in the range 27-51 per 100 000 can be calculated from the notifications of 'infectious hepatitis' from England, Wales, and Scotland listed in World Health Statistics Reports of the World Health Organization for the years 1970-72.
An American study of Yale-New Haven Hospital personnel in 1952-65 showed a hepatitis attack rate of 51 per 100 000 employees per year compared with 15 per 100 000 in the general population of Connecticut (Byrne, 1966) . A more recent survey of the staff of laboratories working on hepatitis showed the combined 'incidence' of icteric and anicteric hepatitis to be 7-4% in the USA and 5-2% in other countries, with HB Ag detected in 42 % (LoGrippo and Hayashi, 1973) but these data cannot be converted to annual attack rates for comparison. The high rates of HB Ag and antibody carriage found in a survey of American haemodialysis centres also cannot be converted into annual incidence rates (Szmuness, Prince, Grady, Mann, Levine, Friedman, Jacobs, Josephson, Ribot, Shapiro, Stenzel, Suki, and Vyas 1974) .
In an outbreak of hepatitis B with two fatalities in a Canadian clinical laboratory biochemists predominated (17 of 22 cases); subsequent serological tests for HB surface antibody as an indicator of previous subclinical as well as clinically apparent infection gave positive results in 33 (26%) of 126 bench workers (14 with a history of hepatitis) but in none of 37 students and administrative staff (Bishai, Labzoffsky, Rhodes, Zbitnew, MacKay, and Dempster, 1974) .
It is encouraging that in the cases in the present survey hepatitis was predominantly mild, most of the patients not even requiring admission to hospital. The severe or even fatal cases occasionally reported 259 probably result from infection with large amounts of infectious virus in the body fluids of some immunodepressed patients, particularly following accidental spillage or inoculation. In the event of definite exposure to infection by known HB Ag-positive material, a limited supply of specific human immunoglobulin is now available for prophylaxis (Kerr, 1973) .
It should be recognized that the sources of infection listed in table VIII were merely those suspected, not definitely proven to be relevant, though in several cases they were probably relevant. It was notable that few laboratory accidents were mentioned and that personal contact with known or probably infected individuals was the commonest suspected source. Nevertheless it is to be hoped that unnecessary hazard to laboratory staff from the use of unsatisfactory containers for specimens will be reduced (Madeley, Urquhart, McMichael, and Grist, 1974) .
Overall, the findings of the survey are not alarming, show some increase in hepatitis where expected, and particularly suggest room for improvement of safety standards in the practice of biochemistry and haematology. It is planned to continue the survey in simplified form in order to increase the significance of the findings and reveal any marked trends.
